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Psychosomatic assessment for living liver donors for adults has as yet not been described in de- 
tail. Between August 1998 and September 2003, 205 donor candidates were admitted for psycho- 
somatic evaluation; 13.2% of whom (N=27) were excluded. Mental disturbances, especially 
when accompanied with social stress, were frequent reasons for exclusion. Selected donors had 
higher social status with regard to education and employment rate than other donor candidates. 
Candidates with better psychosocial resources are selected in the psychosomatic evaluation, and 
this contributes to the good psychosocial outcome of living donors. 


(Psychosomatics 2008; 49:143-151) 


he method of living-donor liver transplantation 

(LDLT) was first developed as one possibility for 
overcoming the shortage of donations available for chil- 
dren by providing living liver donations through a family 
member.' In recent years, a remarkable increase in adult 
living-donor liver transplantation (ALDLT) has been ob- 
served as approximately 10% of all liver transplants in the 
United States are ALDLTs.” In Germany, of 976 liver trans- 
plants carried out in 2005, 78 (8%) of these were living 
liver donations for children and adults.” 

The liver-segment donation is most similar to the liv- 
ing kidney donation in real-life situations. After the first 
publications about kidney donors with postoperative de- 
pressive disorders,* further investigations,” including some 
with large samples,*’” showed a high satisfaction rate 
among living kidney donors, most notably an increase in 
self-esteem® and quality of life relative to national sam- 
ples.°°? But, recently, in prospective follow-up studies, a 
higher incidence of psychiatric disorders, clinically rele- 
vant distress, financial and occupational disadvantages,'® 
and major depression!! have been found among kidney do- 
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nors than would be expected for the cohort group.'? Al- 
though the importance of an effective psychosocial selec- 
tion and counseling process for donors has been frequently 
stressed,'! there are few publications about donor evalua- 
tion!*!* and, to our knowledge, no study reporting such 
results. 

A comprehensive medical evaluation of donors is a 
crucial prerequisite for living-donor liver transplantation. 
At the University Hospital of Essen, only 89 (14%) of the 
first 622 donors for adult recipients were considered suit- 
able for donation.'° For potential recipients, a rate of 5% 
is reported as suitable for ALDLT.'° Donor selection has 
been cited as a major limitation factor of living-donor liver 
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transplantation.'’ Therefore, top priority must be given to 
developing guidelines for effective donor selection for each 
medical discipline involved.'® Psychosocial assessment is 
one of the most important steps in donor evaluation. 

Because our institution routinely offers living liver do- 
nations in the treatment of liver insufficiency at end stage, 
it is important for us to establish prerequisites so as to avoid 
donor impairment. For this purpose, the donor’s mental 
stability, voluntariness, resoluteness regarding the decision 
to donate, and completeness of information had to be as- 
certained. 

There is little knowledge about relationships between 
eligibility criteria and the outcome of adult living-donor 
liver transplantation. The goal of this single-center study 
was to research which demographic and psychosocial con- 
ditions influence the eligibility of donors for an adult liv- 
ing-donor liver transplantation. 


Psychosomatic Assessment of Donors: 
Guidelines and Course of the Evaluation 


In our transplantation center, the Department of Psycho- 
somatic Medicine and Psychotherapy is involved in the 
selection of all liver transplant patients, recipients as well 
as donors. The Department is an autonomous unit, a helpful 
prerequisite for the selection process, allowing an autono- 
mous position to advocate donors; this process has also 
been reported elsewhere.!” The results of the psychoso- 
matic interview are discussed in a weekly interdisciplinary 
transplant conference. The professional responsible for the 
psychosocial evaluation should be a member of the trans- 
plantation team; ideally this person should also be in an 
independent position, allowing independent decision-mak- 
ing. Besides knowledge of depth psychology and family 
therapy, the professional should also be well informed on 
transplantation medicine. The specialist in psychosomatic 
medicine is ideally suited for this task. The psychosomatic 
investigator should have a positive attitude toward living 
liver donation, based on his or her own ethical convictions 
and personal life experience. Proficiency in selection of 
living kidney donors is advantageous, since similar dynam- 
ics may develop in families; that is, competition, pressure, 
dependency, and so on. 

The psychosomatic interviews are carried out accord- 
ing to the Essen Evaluation Protocol at Step 2 and Step 4 
(Table 1), as previously reported by our group.” Two ways 
of admittance are possible. First, a recipient was inter- 
viewed, having been on the waiting list for a longer period, 
when his or her physical condition had deteriorated, and a 
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donor candidate from the family was being evaluated. Sec- 
ond, in situations endangering the patient’s life, both re- 
cipient and donor are simultaneously presented.”® What- 
ever the case, donor and recipient are evaluated separately 
by two different interviewers. The goal of this procedure 
is to allow the interviewer to address the life situation of 
the donor or the recipient individually and to focus on their 
respective needs and desires. In this first psychosomatic 
interview, we also determine whether the donor has been 
sufficiently informed on the surgical procedure, including 
information for the donor as to possible complications for 
both recipient and donor, and the prospects of the recipi- 
ent’s recovery. 

If the recipient and the donor have been deemed men- 
tally stable, the two evaluators meet together with the do- 
nor-recipient couple. The dynamics of their relationship 
are now investigated, and important aspects of living liver 
donations between relatives are described. Possible com- 
plications that may occur during transplantation are ex- 
plicitly discussed, with the aim of determining to what ex- 
tent the donor has comprehended the information 
communicated in the surgical-information session. Further 
topics may be the shift in attention from donor to recipient; 
coping with pain after the transplant; accommodation in 
different rooms; emotional care for both of those operated 
on; and, for other family members after the surgery, ex- 
pectations about the transplantation. 

After this procedure has been concluded at our insti- 
tution, the donor is presented to an external ethical board 
before the Medical Association. It is the task of the com- 
mittee to once more evaluate whether the decision to do- 
nate has been made without any external pressure. This 
committee must also clarify whether there are any indica- 
tions of organ trading. 


METHOD 


All protocols of the survey were reviewed and approved 
by the Medical Faculty’s Ethical Committee. Included are 
all donors for ALDLT, when a right hepatectomy is 
planned. Further inclusion criteria are a good command of 
the German language and permanent residency status in 
Germany. During the donor evaluation process, all eligible 
patients had given their written informed consent to par- 
ticipate in the survey and were enrolled. Demographics and 
results of the psychosomatic evaluation of 205 donor can- 
didates admitted to our Department of Psychosomatic 
Medicine and Psychotherapy between August 1998 and 
September 2003 were documented on a standardized form. 
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Sample 


For data analysis, two subgroups were defined: actual 
donors (N =66): this group included relatives or friends 
with significant long-term relationships, who had actually 
undergone transplant surgery after successful evaluation; 
and potential donors (N = 139): this group is composed of 
those family members or close friends who were not cho- 
sen to be donors for medical and/or psychological reasons. 
The most common medical reasons for a potential donor 
not to have been chosen were an incompatible blood-group 
and a positive hepatitis serology in the first evaluation step. 
In the second step of the evaluation, a small residual liver 
volume was the most common reason for exclusion.'° 


Assessment of Mental Stability 


Mental disorders were assessed according to The In- 
ternational Classification of Mental and Behavioral Dis- 
eases, 10th Edition (ICD-10)”' and a semistructured clini- 
cal interview. Some topics of the semistructured interview 
were adapted from the Transplant Evaluation Rating Scale 
(TERS),” an instrument designed to evaluate the mental 
stability and social functioning of the organ recipients (Ta- 
ble 2). 


Statistical Analysis 


All statistical analysis was performed with SPSS Sta- 
tistical Software for Windows, Version 13.0 (SPSS, Inc., 
Chicago, IL). To analyze the samples’ representativeness 
and evaluate the differences between the groups of poten- 
tial and actual donors, nonparametric procedures (chi- 
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square tests) were applied. For all tests, a significance level 
of p=0.05 was chosen. 


RESULTS 


Demographics 


Demographics and grade of family relationship are 
shown in Table 3 and Table 4, respectively. No difference 
was found in gender, age distribution, or marital status be- 
tween the actual and potential donors. The actual donors 
had a higher education level than found in an age-paral- 
lelized normal population (X?[3] = 18.350; p<0.001)” or 
in the potential-donors group (X[3]= 10.557; p= 0.014). 
As compared with potential donors, actual donors have sig- 
nificantly more professional training (X’[4]=40.775; 
p<0.001). The employment rate of the actual donors cor- 
responds to that of a representative parallelized sample. As 
compared with potential donors, the actual donors had a 
significantly higher employment rate (x’[1]=9.253; 
p= 0.002). 


Psychosomatic Reasons for Exclusion 


Psychological Instability Eleven donor candidates were 
rejected because of mental vulnerability. Six patients had 
a diagnosis of previous or ongoing addiction to alcohol or 
other drugs; seven patients had additional social problems 
at the time of evaluation. Psychological disorders that led 
to the appraisal of vulnerability are listed in Table 5 [A]. 


Continuing Ambivalence Three donor candidates were 
excluded because of ambivalence; in the confidential psy- 


TABLE 1. Evaluation Protocol for Potential Living Liver Donors: Course of the Psychosomatic Assessment 


Carried Out By 


and recipient 
Step 5 Ethical Board 
Evaluation by the general-medical 


association 


Final informed consent 


behavioral patterns and neuroticism of the 


Content 
Step 1 First information 
Medical consent 
Step 2 First psychosomatic assessment 1. Mental stability; actual psychosocial 
situation 
2. Verification of informed consent 
3. Verification of voluntariness, taking relative 
donor into consideration 
Step 3 Other medical examinations 
Step 4 Second psychosomatic assessment 


1. Dynamics of the relationship between donor Donor, recipient, and their evaluators (equal 


2. Anticipation of the transplantation 
External assessment, consisting of 

1. verification of voluntariness 

2. exclusion of financial interests 


Last preparations before the surgery 


Surgeon 


Different evaluators (two psychosomatic 
specialists) for donor and recipient 


advocates) 


Members of the transplantation board by the 
general-medical association (a physician, a 
magistrate, a psychologist or specialist in 
psychosomatics) 

Anesthesiologist, surgeon 
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TABLE 2. Half-Structured Interview for Assessment of Mental Stability Among Donors 


Current and previous psychiatric diagnosis according to ICD-10 

Alcohol or nicotine abuse 

Compliance (To be evaluated: Compliance of the donor in previous medical consultations, observance of preventive medical checkups,” as well as 
observance of medical recommendations as have been necessary so far). 

Health behavior (weight, regular physical activities, abuse of substances not inducing dependency) 

Family and social support: Not only the objective existence of support- and care-giving persons but also contact with emotionally supporting and 
responsive persons is investigated. 

Former psychological coping: The patient is asked to describe a difficult life event and the way he coped. It is estimated whether the donor candidate 
has the capacity of employing different coping skills in a flexible way. 

Current psychological coping: With which coping styles does the candidate react to the operation, for example, denial or awareness of affects? 

Quality of affeets: Does the donor experience adequate fear and anxiety or depressive mood, or extreme feelings of fear and anxiety? 


* In Germany, prophylactic check-ups (e.g., annual gynecologic or dental consultations) are recommended and reimbursed by health insurance 
companies. Scales were adapted for compliance, current and former psychological coping, and health behavior to assess the donor’s ability to cooperate 
with professional helpers if he/she had health problems after the transplantation. 


TABLE 3. Demographics 


Potential Donors Actual Donors 
(N=139; 67.3%) (N=66; 32.2%) 
Age, years 36.65 36.40 
Sex 71 men (51.1%) 35 men (54.7%) 
68 women (48.9%) 29 women (45.3%) 
Domestic status 
Single 34 24.5% 13 19.7% 
Cohabitating 105 75.5% 53 80.3% 
Marital status 
Single 58 41.7% 27 40.9% 
Married 70 50.4% 30 45.5% 
Separated/divorced 9 6.5% 8 12.1% 
Widowed 2 1.4% 1 1.5% 
Education * 
Public school 58 41.7% 21 31.8% 
High school 36 25.9% 15 22.8% 
University qualification 39 28.1% 29 43.9% 
Without certificate 6 4.3% 1 1.5% 
Professional training ® 
Apprenticeship 7ı 51.1% 38 57.6% 
College/higher education, university 21 15.1% 18 27.3% 
Without degree 37 26.6% 8 12.1% 
Employment status 10 7.2% 2 3% 
Employed 101 72.6% 55 83.3% 
Unemployed 30 21.6% 8 12.1% 
Housewife/student 3 2.1% 2 3.1% 
Pensioned 5 3.60% 1 1.5% 


*Significant difference between actual and potential donors. 


chosomatic interview, they reported not being able to make 


TABLE 4. Relationship of Actual Donors With Recipients a decision. If this indecisiveness could not be explained or 
Adult offspring for parents (includes 2 stepfathers) 28 reduced after three or more counseling sessions of 50 min- 
Parents for adult offspring (sons) 5 utes each with the psychosomatic interviewer, it was sug- 
Siblings 11 gested they decline donation. 

Spouses 10 

2nd-Degree relatives ER : 6 Coercion ofthe Family Six candidates were rejected after 
Unrelated, but obvious close relationship confirmed 6 


the psychosomatic interview because of family coercion; 
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TABLE 5. Rejected Patients 


A: Lacking Requisite Mental Stability (N=11) 


other stimulants (F15.20), abstinent 
[B]: Further Reasons for Exclusion 
Continuous ambivalence/relief through our support (N=3) 


Age, Donation 
years Sex for Diagnosis Psychiatrie Treatment Additional Social Stressors 
54 M Wife Substance dependency (alcohol) (F10.20) 
Anxiety disorder (F41.1) 
25 M Brother Lacking psychic stability Unemployed, no professional training, 
negative relationship with recipient 
42 M Uncle Substance dependency (alcohol) (F10.20): Inpatient detoxification (x 3) 
abstinent; substance dependency 
(nicotine) (F17.1); adjustment disorder 
with anxiety and depression (F43.2); 
situation producing indecision 
5l F Brother Dysthymia (F34.1) Previous inpatient treatment; Problems at place of work 
Panic disorder (F41.0): remittent ongoing outpatient 
treatment 
28 M Cousin No professional training; solely political 
commitment; previous surgery on spinal 
disc; questionable somatization; 
previously imprisoned 
23 M Mother Substance dependency (cocaine) (F12.24) at Unemployed; separation from mother 
present problematical 
39 RP Sister  Claustrophobia (F40.2) Insecure employment situation 
Substance abuse (nicotine) (F17.1) Increased familial stress 
49 F Cousin Depressive adjustment disorder (death of 
father) (F43.21) 
Continuous depressive reaction 
32 M Mother Substance dependency (alcohol) (F10.21), Inpatient detoxification Serving a (court-mandated) sentence 
abstinent in protective environment Professional training discontinued 
44 F Father  Substance abuse (alcohol) (F10.20), Inpatient detoxification; Home care of sick husband 
abstinent previous outpatient 
psychotherapy 
26 M Mother Substance abuse (cocaine) (F14.20) and 


Age, years Sex Relationship With Recipient Socially Burdensome Factors 
23 M Mother Partner threatens to end relationship if donation is carried out 
24 M Father Poor relationship with recipient, early childhood difficulties 
45 Mother Independent professional, afraid of financial loss 
Coercion from family (N=6) 
31 M Father Partner is against donation 

Parenthood just before assessment 
48 FR Mother Anxieties/no familial support/afraid of disappointing the recipient 
33 R Mother Wish for children in new relationship 
20 M Brother Traditional hierarchic family system, unemployed 
23 M Uncle Traditional hierarchic family system, employed by recipient 
41 M Uncle Socially isolated, mentally handicapped 


Financially dependent on recipient 
Participation declined after additional information received (N=3) 


48 M Father-in-law After receiving information on alcohol/toxic liver disease 

56 M Colleague After receiving information on extensive tumor 

29 M Friend After receiving information on extensive tumor 

Direct medical excuse requested (N =2) 

38 F Husband Problems in relationship/son 3 years old 

19 Father Student/still in training 

No obvious close relationship (N =2) 

50 RB Religious affiliation Willingness to donate in general; altruistic-motivated but not recipient-related 
25 M Unknown wife of colleague Donation not recipient-oriented, own personal conflict about adequate care 
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families had obviously put pressure on them to consent to 
donation. Although they feared severe consequences, for 
example, problems with their partner, problems at work, or 
financial problems, they were not able to decide against the 
donation, and they experienced intense psychological 
stress. 


Additional Information About 
Recipients’ Chances for Recovery 


Participation declined after potential donors received 
additional information about recipients’ chances for recov- 
ery. Three candidates declined of their own initiative after 
they had received more information on the recipients’ 
chances for recovery; in two cases, the recipients had a 
hepatocellular carcinoma, and the third had a liver disease 
caused by alcohol toxicity. 


Medical Excuse Demanded 


At our transplant center, each donor candidate is in- 
formed on the possibility of a medical excuse that would 
allow donors to decline donation without offending their 
help-seeking relatives. This procedure is also recom- 
mended by the German Medical Association.”* Two can- 
didates, a wife and a son, came to the interview with dis- 
tinct resolve and requested a medical excuse before any 
counseling was given. 


Personal Closeness Not Substantiated 


Two unrelated candidates were excluded from dona- 
tion because their personal closeness to the recipient could 
not be substantiated. German transplantation law requires 
that living-organ donation is allowed only for family mem- 
bers or persons who have a so-called “obvious close rela- 
tionship,” meaning a significant, long-term relationship 
with the recipient. These two donor candidates, however, 
had given the impression that they had only a coincidental 
relationship to the recipient (Table 5[B]). We deemed the 
relationship to the recipient as not strong enough that the 
donor would be able to cope with possible physical or psy- 
chological problems after a possible donation. 


Donor Candidates With Psychiatric 
Problems Who Were Found Eligible 


Eight further candidates, who had a previous mental 
diagnosis that was not relevant at the point of the assess- 
ment were not excluded from donation for psychosomatic 
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reasons. Four of these had a previous diagnosis of alcohol 
or cannabis abuse, but had, however, been abstinent for a 
long period. In the overall evaluation, however, these can- 
didates seemed to be sufficiently stable, the more so since 
their addiction was resolved. The prevalence of mental dis- 
orders in the group of donor candidates amounted to 9.3% 
(N =19) and is smaller than a representative healthy popu- 
lation (X?[1]= 32.702; p<0.001).” 


DISCUSSION 


The group of donor candidates shows a significantly lower 
prevalence of psychiatric disorders than the normative Ger- 
man urban population. In comparing education, profes- 
sional training, and employment, actual donors demon- 
strated higher status than potential donors. Donors, who 
lived within a well-established social context, were confi- 
dent that they could handle the physical, mental, and fi- 
nancial burdens of organ donation, and were therefore able 
to make the decision to donate more easily. It is therefore 
not surprising that the social status of the actual donors 
was higher than that of the potential donors. 

In our sample, 27 of the donor candidates (13.2%) 
were rejected in the psychosomatic evaluation. The largest 
group (N=11) was excluded from donation because their 
mental stability could not be verified. These were candi- 
dates who had a former or current mental disorder, mostly 
accompanied with social problems. To different degrees, 
transplant centers have excluded candidates from donation 
because of obvious psychosocial burden and for psycho- 
social reasons; these range from 2% to 15%. The exclusion 
rate for psychosocial reasons will depend on a variety of 
circumstances, depending on whether transplant centers of- 
fer ALDLT to their patients on a routine basis, information 
status of participants, and acceptance and cultural choices 
of the general public, but our results can be looked on as 
an algorithm for comparison nonetheless. It might be of 
scientific interest to compare psychosomatic selection poli- 
tics of different centers and the consequences thereof. Ster- 
neck et al.”° reported that 6 (8%) of 73 mothers and fathers 
tested as living liver donors were excluded on the basis of 
social and psychological factors. Psychosocial reasons for 
exclusion were professional, financial, or family problems, 
or doubts concerning the voluntariness of the declared con- 
sent. Goldman?’ investigated 20 living liver donors before 
transplantation and postoperatively. In seven donors, dis- 
tinct psychiatric disorders could be found before the opera- 
tion; these, however, did not lead to exclusion. Postoper- 
atively, however, five of these donors had serious problems 
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(divorce, violence toward their partner, aggressive behav- 
ior in the hospital). 

In their random samples of potential liver donors, 
Baker et al.”® found one patient (2%; N = 64), and Renz et 
al.”° six patients (8%; N=75) who were excluded for psy- 
chosocial, but not specified, reasons. Beavers et al.°° re- 
ported on a mixed-donor population with pediatric and 
adult living-donor liver transplantation (N = 161); 12% of 
the candidates were rejected for psychosocial reasons, de- 
fined as ambivalence, insufficient social support, psycho- 
logical distress, and a previous history of suicide attempt. 
Walter et al.”' reported on 47 potential donors for pediatric 
and adult LDLT; 7 of them (15%) were not accepted as 
donors for psychosocial reasons. In this group, anxiety and 
ambivalence toward donation were established during the 
clinical evaluation and verified by high values for anxious- 
depression and pessimism on psychometric measurements. 
Rates of donors excluded for psychosocial reasons range 
from 2% to 15% of the candidates interviewed for eligi- 
bility. 

Fukunishi et al.” surveyed psychiatric disorders be- 
fore and after living-donor transplantation and compared 
donors for adult and pediatric liver and kidney living-donor 
transplantations. The donors for adult LDLT had a pre- 
transplant prevalence of 5% (2 of 41), as compared with a 
prevalence of 1% (1 of 75) among donors for pediatric 
LDLT. The authors further observed a rise of psychiatric 
disorders in the group of the adult recipients after trans- 
plantation, which they explain as feelings of guilt regarding 
the donor’s welfare, especially when the donor is an adult 
offspring of the recipient. These results may indicate the 
necessity of surveying the recipients and donors for adult 
living liver donors as a separate group. To our knowledge, 
there is no other detailed report on the psychosocial as- 
sessment of donors for ALDLT. 

In the setting of living liver donation, the decision- 
making process of the donors is accompanied by higher 
grades of distress than in living kidney donation. The first 
reason for this is the absence of alternative therapies for 
liver insufficiency, such as dialysis in the case of kidney 
failure. Especially in urgent indications, for instance, in the 
setting of acute liver failure, some authors have postulated 
that the ability of a donor to consent may be restricted by 
the circumstances associated with the impending death of 
the recipient.!%°*?* Moreover, it was only in the late ‘90s 
that adult living-donor liver transplantation has been estab- 
lished as a routine procedure; therefore, long-term outcome 
results and complications for liver donors”””° 
able as they are in the case of kidney donation.”” 


are not avail- 
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The informed-consent procedures for living liver do- 
nation suffer from this missing information; therefore do- 
nor-selection procedures that integrate ethical principles 
need to be discussed.!F** 

In our psychosomatic evaluation, besides mental dis- 
orders connected to other social burdens, prolonged inde- 
cision of the donor led to exclusion. Ambivalent donors 
either did not have a satisfactory relation to the recipient 
or were unable to make the decision to donate because of 
other duties, for instance, parenthood or professional re- 
sponsipbilities. 

Intensive familial influence could be determined in a 
not-too-small group of patients, who experienced ambiv- 
alence in decision-making or family coercion or demanded 
a medical excuse (N= 11). The donor candidates found it 
difficult not to accede to socially acceptable behavior and 
difficult to decline the request of a sick family member. 
The donor candidates would be setting back their own life 
goals if the decision to donate were carried out. Among 
their 40 potential (pediatric and adult) donors, Walter et 
al.°! saw a tendency to adapt to social expectations. In the 
preoperative psychometric evaluation, the donor candi- 
dates presented themselves as healthier than the norm 
population with regard to quality of life, mood states, and 
physical complaints. In our experience, these ambivalent 
candidates were able to profit from psychosomatic coun- 
seling. In centers at which living liver donation is offered 
routinely as a method of treatment, confidential counseling 
with an independent specialist in psychosomatics, who is 
responsive to the needs of the donor, should be provided. 
Socially, it is desirable and acceptable to help those family 
members whose health is endangered. It is therefore ex- 
pected that pressure may arise from within the family, es- 
pecially if the recipient is in poor health, and urgency is 
indicated. For those cases in which we determined family 
pressure in the psychosomatic interview, it has proven to 
be extremely helpful that the psychosomatic evaluation 
was carried out at the beginning of the evaluation for do- 
nation. The donor who is unable to express his indecision 
in face of familial pressure thus had the chance to do so in 
a confidential interview and to receive support in the de- 
cision-making process. 


Study Limitations 


Donor candidates presented here date from the time 
when ALDLT was being established at our institution. In 
this period, psychometric measurements that could verify 
the clinical judgment of mental vulnerability were not con- 
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ducted. The semistructured interviews were carried out by 
an experienced specialist in psychosomatic medicine, as 
described above (Table 2). 


Conclusions and Future Perspectives 


Psychosocial problems are one of the most frequent 
reasons for excluding donor candidates for LDLT.?° On the 
other hand, our results indicate that candidates with mental 
disturbances and additional social distress, ambivalent can- 
didates, and those in difficult family relationship are ex- 


cluded in the psychosomatic evaluation. Prospective can- 
didates with better mental and social resources are thus 
selected, and this process contributes to the good psycho- 
social outcome of ALDLT. In addition to the results of 
physical evaluation, guidelines for the psychosomatic as- 
sessment and psychosocial outcome should be investi- 
gated, compared, and optimized by transplantation centers. 


This study has been supported in part by a grant (KFO 
I17/1-I, ER 333/ 2-2) from the German Research Foun- 
dation (Deutsche Forschungsgemeinschaft). 
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